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ABSTRACT 
 
OBJECTIVES: This study examines Durham County, NC teen perspectives on 
contraception and on accessing sexual and reproductive health (SRH) services.  
METHODS: In spring of 2016 12 focus group discussions were conducted with 87 youth, 
ages 13-26 years old. Thematic analysis was conducted in NVivo 9 using an overarching 
Social Cognitive Theory of Behavior framework.  
RESULTS: Regarding contraception and accessing SRH services teens have concerns 
about negative side-effects of contraception, parental disapproval, poor health literacy, 
and confidentiality. Hispanic and male teens reported experiencing unique barriers. 
CONCLUSIONS: An understanding of the barriers teens face in accessioning and using 
contraception and sexual health services is being used to inform the technical assistance 
and work plans of project partners of the CDC-funded All Together Now (ATN) project 
led by the non-profit SHIFT NC. 
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I. INTRODUCTION 
 
The overall trend in the teen pregnancy rate among 15-19 year olds across the United 
States is negative, however significant disparities by race/ethnicity and age still exist 
across the country.1 Durham County, North Carolina is one of the areas experiencing 
such disparities.2 The teen pregnancy rate in Durham is 29.9 pregnancies per 1,000 15-19 
year old females, compared to the North Carolina state rate of 30.2.2  However, difference 
in teen pregnancy rates by racial and ethnic group is dramatic, and while more 
pronounced at the county level, the same trend exists at the state level. In North Carolina 
state the  Hispanics teen pregnancy rate is 49.1, followed by the African-American rate of 
41.1 and the white rate of 21.3.2 At the Durham County level, the Hispanic teen 
pregnancy rate is 74.8, which is more than 11 times the white Durham County rate of 7.6, 
and far higher than the statewide Hispanic teen pregnancy rate.2 Similarly, among 
African Americans in Durham County the teen pregnancy rate is 32.9, almost 5 times that 
of the white rate.2  
 
In the United States the average age of sexual debut is 17 years old3 and across all races 
and ethnicities, older teens (ages 18-19) have higher teen pregnancy rates compared to 
younger teens (ages 15-17). 4,5  This trend of higher teen pregnancy rates among 18-19 
year olds, as compared to 15-17 year olds, holds true for North Carolina state and 
Durham County rates.2  The teen pregnancy rate among 15-17 year olds in North 
Carolina and in Durham County is 14.3 and 16.7, respectively, and among 18-19 year 
olds the rate is 53.6 and 42.8, respecitvely.2 
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The high prevalence of adolescent pregnancy in the United States is concerning because 
pregnancy at or before the age of 19, when a girl’s body is not fully physically matured, 
is associated with a high incidence of adverse physical and mental health outcomes.6 
Adolescent pregnancy is also a major concern because it is associated with reduced 
educational attainment, which in turn can affect lifetime potential earnings and health 
status over the life course.7 In fact, according to the CDC 30% of teen girl high school 
dropouts cite pregnancy as the reason why they un-enrolled.7 Given the disparity among 
ethnic groups it is important to understand the individual and system level barriers that 
black and Hispanic teens in particular face when it comes to accessing and utilizing 
sexual health services. 
 
Despite a relatively high proportion of teens using birth control, the adolescent pregnancy 
rate in the United States remains very high.8 It is estimated that 82% of teen girls who are 
at risk of unintended pregnancy use a contraceptive method; however only 59% of teens 
who are at risk for pregnancy use a highly effective method of contraception.8 Effective 
and regular use of contraception prevents pregnancy. However, adolescents also lack 
access to quality and comprehensive information about sexual and reproductive health, 
including adequate information on how to effectively prevent pregnancy.9 The CDC 
estimates that of female adolescents using oral contraception, one-third of users do not do 
so effectively, failing to take the pill everyday.9 This study aims to fill a gap in the 
literature as to how teens, particularly black and Hispanic teens, perceive their access to 
sexual health services and birth control, with the goal of better understanding how to link 
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teens to sexual reproductive health (SRH) care and to better serve teens once they do 
access care. 
 
The project goals of the five-year CDC-funded teen pregnancy prevention project, All 
Together Now (ATN), are to improve the quality, accessibility, and youth-friendliness of 
SRH services in Durham County, NC; to expand teens’ access to the most effective 
methods of contraception (i.e. long acting reversible contraceptives); and to help local 
youth-serving organizations to develop strong linking and referral networks to improve 
teens access to SRH services. This study presents data from focus groups discussions 
(FGDs) conducted by the local Durham non-profit SHIFT NC (Sexual Health Initiatives 
for Teens) in order to inform technical assistance plans for ATN youth serving 
organization partners and health center partners. 
 
II. METHODS 
The data for this article were collected in twelve focus group discussions with 87 youth 
ages 13-26 years old, conducted by SHIFT NC staff. Six FGDs were comprised of 
participants of the same race/ethnicity (three all-African-American groups and one all-
Hispanic group). Of those six single-race/ethnicity FGDs, two were single gender (one all-
male-African-American group; one all-Hispanic female group). One mixed race/ethnicity 
FGD was all-female. The remaining FGDs were composed of mixed gender, mixed 
race/ethnicity participants. A majority of focus group participants were enrolled in high 
school (n=77), ten participants did not respond about their school enrollment status.  
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Participants were recruited using a purposive convenience sampling method, by age (15-
19) and by place of residence (Durham County). Nine participants were outside of the 
target age range, but included in the study as it was not possible to differentiate the age of 
the speaker from the FGD audio recordings or notes. Particular interest was given to 
youth ages 18-19, given the higher teen pregnancy among this age group (42.8) compared 
to 15 to 17 year-old teens (32.9) in Durham County.2 Additionally, stakeholders 
identified high priority populations to be Hispanic/Latino and African-American middle 
and high school youth, parenting youth, adolescent males, and youth receiving foster care 
or child protective services. Community organizations and health centers assisted with 
recruitment, particularly organizations that already served young people in Durham. 
Recruitment partners included Enlaces, DSS, Alliance Behavioral Health, Communities-
In-Schools - Durham, Hillside High School Wellness Center, Project BUILD, Partners 
for Youth Opportunity, Planned Parenthood and Lincoln Community Health Center. 
Recruitment partners directly invited youth with whom they already had relationships to 
participate in the FGD, as well as hanging and distributing flyers with recruitment 
information. Interested youth were then directed to contact SHIFT NC.  
 
The FGDs were conducted as part of a larger data collection effort to inform the All 
Together Now project. Key stakeholders, who guided SHIFT NC in deciding which youth 
to prioritize and include in FGD recruitment, included staff of local youth-serving 
organizations and medical providers who serve youth in Durham County.  
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This qualitative study was guided by the Social Cognitive Theory of Behavior to develop a 
conceptual framework applied to adolescent sexual and reproductive health, as seen in 
Figure 1.10 This framework allows for the recognition of the dynamic interplay between 
the spheres of the individual person, environment and contraceptive decision making in 
driving whether a teen uses contraception or seeks SRH services. The results section will 
follow this framework. Furthermore, operating under this framework, it is assumed that 
teens are making a decision about contraception and about accessing services, which is 
influenced by all three spheres. The behavior we sought to understand is whether and how 
a teen decides to seek a method of contraception and/or seek SRH services. 
Figure 1: Conceptual Model 
 
 
Teen            
_perspective 
on sexual 
health & care 
• Health seeking behavior 
(STI testing, regular check-
ups) 
• Health literacy/Knowledge 
of how to access health 
care 
• Confidentiality concerns 
• Perceived attitude of 
parent/guardian(s) about 
sexual activity 
 
Individual 
• Access to SRH 
information and 
education 
• Access and availability 
of SRH services 
• Social/familial 
support 
• Socioeconomic status 
• Peer/social and 
gender norms  
• Perceived barriers 
related to ethnicity 
and gender 
 
 
Environment 
Contraceptive 
Decision Making 
• Understanding of and 
knowledge of the side 
effects of contraception 
• Sexual risk behaviors 
(type/frequency of sexual 
activity/number of 
partners) 
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The framework considers adolescents’ decision to be predicated on the individuals’ (1) 
sexual risk behaviors and perception of the social, emotional, and physical costs and 
benefits of using contraception, (2) health seeking behavior and perception of barriers to 
accessing sexual health services, and (3) social environment including peer and gender 
norms and parental support around accessing SRH services. It is understood that teens’ 
decision-making process is complex and not simply based on impulse. However, it is 
important to note that teens are often not fully autonomous and that their individual 
capacity to make decisions is limited by parental power and other structures of authority 
that may or may not limit their access to information, and services, or reduce their 
motivation or induce fear. 
 
Prior to each FGD, recruited youth gave their signed consent to participate in the 
discussion (Appendix A). Participants were informed that the purpose of the focus group 
was to explore knowledge and perceptions among Durham teens. FGDs were conducted 
in a semi-structured format, using a topic guide of questions and prompts, developed by 
SHIFT NC, that were focused on individuals’ knowledge and perception of health care 
centers, contraception and long acting reversible contraceptive (LARC) methods, input 
on facilitators and barriers to accessing care, and preference for referrals to SRH care, 
and marketing strategies (Appendix B). Parents/guardians of any youth under the age of 
18 who was interested in participating in the FGD were notified and had the right to 
withhold consent for their child’s participation (Appendix C). To incentivize 
participation, depending on age, youth were given $25-35 upon completion of the focus 
group. In groups of teens exclusively 18 years and older, focus group participants 
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received $50. At the beginning of each FGD, consenting youth were asked to complete a 
voluntary demographic form containing non-identifying information including age, 
race/ethnicity, and gender (Appendix D). 
 
All FGDs were moderated in English by SHIFT NC staff with a standard script, while 
one other staff member took notes. Moderators conducted a trust building activity with 
FGD participants to reduce potential feelings of judgment. The author of this paper 
observed one FGD and verified that the moderator made highly skilled use of the topic 
guide, probed well, and remained neutral and engaged. The FGD were audio recorded 
and transcribed by SHIFT NC. The focus group transcripts were uploaded in NVivo 9 
software for coding, annotation, and iterative analysis. Informed by the literature and the 
FGD topic guide, preliminary codes were identified as Clinic Experiences, Barriers to 
care, Referral networks, Outreach, and Birth control and LARC. Upon further analysis, 
these codes were refined into subgroup codes as additional and more nuanced themes 
emerged from the FGD. All analysis was conducted with an overarching Social Cognitive 
Theory of Behavior framework.  
 
The purpose of the FGDs was to inform the development of SHIFT NC’s All Together 
Now project. Because the original intent of the focus group was not research, it was not 
necessary for SHIFT NC to obtain IRB approval. For the purpose of this paper, a 
secondary analysis of the FGDs, the UNC-Chapel Hill Review Board waived IRB 
approval. 
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III. RESULTS 
Participant’s ages ranged from 13 to 26 years old, with a mean age of 17. Two 
participants did not respond with their age. More FGD participants were females than 
males, and most participants were African-American (Figure 2).  
 
Figure 2. Focus group discussion participant demographics (n=87) 
 
 
 
 
 
 
 
 
 
When possible, the age, gender, and race/ethnicity of the speaker of a direct quote is 
noted. However, documentation of this information in FGD notes was inconsistent. 
Direct quotes attributed to “unknown” indicate that the age, race/ethnicity and/or gender 
of the speaker was not documented. 
 
Participants indicated that adolescents experience multiple barriers to accessing and using 
contraception and sexual reproductive health services. Recalling the three spheres of 
influence from the conceptual model (Individual, Environment, and Contraceptive 
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Decision Making) teens experience individual barriers such as fear of parental 
disapproval, fear of birth control side effects, and limited knowledge of how to navigate 
the health system. Teens experience environmental barriers such as perceived social 
stigma in seeking SRH health care, lack of support in seeking SRH care, and limited 
education and access to information about birth control methods and SRH. Finally, teens 
contraceptive decision making can be understood as a determinant or facilitator in 
accessing contraceptives and/or SRH care. For example, a teen who is sexually active 
may be more motivated to access contraception than a non-sexually active teen, and a 
teen who engages in sex that could result in pregnancy may be more likely to access 
contraception, as compared to a teen who engages in sexual activity that could not result 
in a pregnancy.  
 
CONTRACEPTIVE DECISION MAKING 
Understanding of and Knowledge of the side effects of contraception: “I heard that 
birth control makes you unhealthy.  It can mess up your insides and then give you 
problems even when you want to have a baby.” –Hispanic male 
 
Adolescents’ perception of contraception was primarily related to their attitude and beliefs 
about birth control’s negative side-effects on the body.  
 
Across all FGD, participants were aware of the existence of multiple forms of birth control. 
Participants were most familiar with the pill, the shot (Depo-Provera), and male condoms. 
A few teens were aware of the IUD, the implant, the contraceptive ring, and permanent 
methods. Participants identified their primary sources for learning about birth control as 
their parents and their school, through both formal health education class and word-of-
 13 
mouth from their peers. Online web searches were also mentioned as a source of 
information. 
 
A majority of FGD participants, across gender and race/ethnicity, reported a fear or concern 
about birth control and about the side effects of birth control posing a major barrier to 
contraceptive use. Weight gain and infertility were the predominant side effects of concern 
for multiple hormonal contraceptive methods. Less frequently mentioned side effects 
included discomfort, blood clots, and the appearance of dark spots on the skin. Participants 
shared their own – and what they believed to be their peers’ perceptions about the side 
effects of various birth control methods: 
 
 “I’ve heard that birth control makes you gain weight.”-Unknown  
 
 
“The shots, my high school friends told me not to do it because it made them fat.” 
–Hispanic female, age 19 
 
 
“The pill gives you dark spots on your body and increases your appetites.” 
 –Hispanic, female, age 19 
 
The majority of participants had negative perceptions of LARC methods. Participants 
were primarily concerned about the insertion process and with having a foreign object in 
their body, citing both the IUD and the implant moving out of place in the body. 
 
“The implant can get lost and you can’t find it.  It may move or shift. That is 
scary. As a woman, I don’t want that.”-Unknown 
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“The one in your arm, the Nexplanon—I did a lot of research. It was so scary, it 
gives you blood clots and sporadic periods. . .Blood clots are scary, I don’t want 
to die from birth control.” –African American female 
 
“A few years ago, there was a recall on Mirena. It caused some problems. It is 
uncomfortable to get put in. all the scary tools they have to use.” –African 
American female 
 
“The one that goes up there [IUD], I had this conversation with my girlfriend. I 
am scared about the side effects for her. With that one it’s weird, like you can’t 
use a tampon while that is up there.” –African American male 
 
Interestingly, in considering the side effects of birth control as a barrier to use, there was 
little mention of the beneficial side effects of birth control in preventing pregnancy, 
reducing STI transmission (with barrier methods), menstrual regulation, or lessened 
symptoms of acne. A few participants commented on the user-friendliness, in general, of 
LARCs, citing the effectiveness and length of protection LARC methods offer, as well as 
other positive aspects of hormonal methods: 
 
 “Some of my friends take pills to help with their periods.” – Female participant 
 
“For me, it all depends. You just have to go talk to your doctor about it. There’s a 
paper the (doctor) gives you with information about side effects. You can always 
read over it and decide on a different method if you want.” -Unknown 
 
“I feel like with the pills it’s really hard. . .I had friends that have the arm one 
and they say it’s convenient. You don’t have to worry about it.” –Hispanic female 
 
“All side effects are person to person. I used the shot one time and got really fat, 
so I did research on Nexplanon. There are a thousand-and-one birth controls. . 
.if you find one that works for you, that is good.” –African American female 
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INDIVIDUAL  
Health Literacy & Confidentiality Concerns  
Some of the participants described not knowing how to navigate the health care system 
and not knowing how to use health insurance as a barrier preventing them from using or 
learning about contraceptives.  
 
“I think they [Planned Parenthood] provide some services, well a full-range—
they do a lot. I just don’t know how to access any of that.” –African American 
participant 
 
Teens reported knowing where to get birth control and sexual health services but not 
knowing the process for setting up an appointment at a health clinic or a lack of 
understanding of how to navigate health insurance. Specifically, teens cited barriers like 
filling out paper work, including family medical history and insurance and Medicaid 
information. 
  
Additionally, teens cited concerns about whether visits with a health care provider would 
be confidential, specifically whether parents would be informed of their visit. 
Confidentiality concerns stemmed primarily from a fear of disclosure of information to 
parents or other family, and secondarily from a lack of privacy when accessing services.  
 
“I told my doctor that I wanted to go on birth control and he said I should talk to 
my mom. So I didn’t think I could get it without her.” –Female participant 
 
“My friend told me she was scared to go to the clinic, because they might, like, 
send a  letter home to her. And like say that she was there, so she don’t go.”  --
African American, age ≥17 
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Concerns related to provider bias and social norms arose. Teens reported not accessing 
sexual health services because of the stigma associated with visiting particular health 
clinics if they were to be seen entering there. For example, the below quote demonstrates 
the perception of the stigma of seeking services at the Health Department:   
 
"Don’t know nobody want to be seen going into a health department. When you 
come out of the health department something is wrong. It means you might have 
something [STI].” -Unknown 
 
What’s more, participants described how seeing someone they knew in the waiting room 
could compromise their privacy, more specifically seeing someone who would tell a 
parent or guardian about their visit. Teens also commented on negative aspects such as 
the amount of paperwork to be filled out, the potential for staff to short-staffed, and 
disliking the physical environment of the clinics.  
 
ENVIRONMENT 
When it comes to seeking SRH services, teens are concerned about confidentiality, being 
reprimanded by a parent, and about appointment wait time and availability. 
 
Parental Support in Accessing SRH Services and Contraception  
Many teens acknowledged that talking with a parent about using contraceptives was one 
option to accessing birth control.  Some participants explained that they desired parental 
support in obtaining birth control, but did not feel comfortable discussing or bringing up 
the topic of sexuality or sexual health with parents.  
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“I think it’s better for the adult to initiate the conversation. Because some people 
might be scared to open up and ask you, but if they ask them, they might feel like 
you trying to understand.” -Unknown 
 
Parents were identified as a complex barrier to accessing birth control and sexual health 
services. Most participants reported that fear or concern of parental disapproval was a 
major barrier to using birth control and accessing SRH services. Teens described this fear 
as deriving from perceived parent disappointment or anger if they discovered they were 
sexually active, significantly impacting teens’ decision making in whether or not use or 
access sexual health services, including birth control. 
 
           “They’re worried their parents might judge them.”  -Unknown 
 
It is important to note that this perception may be generated from closed lines of 
communication between teen and parent.  
 
“Teens are scared. Even though your parents talk to you. Mostly when they talk to 
you it’s like don’t do it. Even though they give you all this info and say ‘You can 
come to me’. But really it’s ‘Don’t do it.’” -Unknown 
 
“That plays a really big part, how it was handled by our parents. The avoidance 
of the subject is given. We dance around it. Never really addressed. Now it makes 
sense why are we all so tense, it’s because we never really openly spoke about 
it.”-Unknown 
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When prompted about whether the experience of talking with a parent about sexual 
health was different with Hispanic parents, Hispanic participants responded that the 
Latino culture may make it more difficult to discuss sexual health: 
 
“They’re very traditional, so they want us to wait until marriage. They see sex as 
a bad thing which creates fear, and I don’t think that’s okay.” –Hispanic 
participant 
 
One Hispanic participant, however, said their dad was very open about talking about 
SRH. 
 
Availability of and Access to SRH Services 
Teens cited the time in between scheduling an appointment and being able to be seen as 
being too long, dissuading them from seeking service in the future and prompting them to 
not make appointments when first seeking services.  This is particularly problematic for 
teens given their unpredictable lifestyles, limited availability due to school hours, and 
limited access to transportation.   
 
 “I stopped going because it was 3 weeks or later [to be seen].” -Unknown 
 “You might come for something but you will have to wait for a while, put in an 
 application, wait to hear back, then wait more, then get something done.” 
 -Unknown 
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Perceived Barriers Based on Gender & Ethnicity 
Barriers specific to gender and ethnicity also emerged. Both male and female teens 
explained that males are discouraged from seeking sexual health services because of 
gender stereotypes that label health-seeking behavior as “not manly.”  
 
“When guys are feminine it’s not ok.  The perception is that girls are to 
take care of themselves, but that’s not a manly thing to do.” –Hispanic 
participant 
 
Additionally, males commented that they receive fewer messages about the importance of 
seeking sexual health services, as compared to females. 
 
“These places don’t advertise for me (a guy), because they already have 
condoms available elsewhere.” –Hispanic male 
 
Participants also communicated that females are likely to receive more comprehensive 
sexual health services than males because getting a pregnancy test or getting birth control 
normalizes their visit to the clinic and provides a jumping off point for receiving other 
sexual health services. 
 
“Girls get tested more because they don’t want to get pregnant so they are 
already at the clinic.” –Hispanic participant 
 
Finally, Hispanic participants offered insight into unique cultural barriers and stigma they 
reported experiencing when visiting a health clinic. The below quote explains that some 
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Hispanic Durham female teens felt uncomfortable seeking any health care service for 
concern of being stereotyped as sexually active or as being pregnant:  
 
“There’s so many preconceived notions about Latinos.  If I want to go get a 
check- up, I feel like I’m getting judged for my race.  So I don’t want to go to 
these places because they’re judging me already for being Hispanic.  ‘No wonder 
she’s pregnant.  She’s Hispanic.’  I don’t want to go to these places because I 
don’t want them to feel wrong of me.”  -Hispanic female 
 
 
IV. DISCUSSION 
Teens experience barriers when it comes to accessing and using contraceptives and 
sexual and reproductive health services.  Overwhelmingly, teens are concerned about 
perceived negative side effects associated with hormonal methods of birth control, 
particularly with LARCs. Teens also understand parental disapproval of sexual activity as 
a barrier to accessing and using birth control and SRH services. Teens do not seek sexual 
health services for multiple reasons, including not knowing how to set up an 
appointment, feeling unsure of how to fill out paperwork and of billing processes, and 
having concerns about confidentiality and privacy. Additionally, Hispanic and male focus 
group discussion participants reported that they experience unique barriers to accessing 
sexual health services. While other literature has confirmed that teens face barriers to 
accessing and using birth control and sexual health services8, 11-14 this study is unique in 
that it provides an exploration of the barriers to care posed by gender and ethnicity, 
experienced by Hispanic female teens and male teens and young adults. 
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Despite being media literate and tech savvy, teens do not seem to have access to an 
accurate source of sexual health information, leading to misinformation about the side-
effects of birth control methods. It is possible that teens are not aware of online sources 
of information, do not trust them, or that they are simply more influenced by stories from 
their social networks about birth control.  
 
Additionally, it is interesting to consider that preventing pregnancy with contraception 
and/or reducing STI transmission with barrier methods was never described or 
acknowledged as positive side effects of birth control. The FDG topic guide included the 
questions which provided an opportunity for participants to provide information on the 
advantages of LARC and other birth control methods. This absence of discussion of the 
benefits of contraception could suggest a concerning perception of being at low risk for 
unintended pregnancy or at low risk for STI transmission. 
 
Although teens have been shown to struggle with taking an oral contraceptive method 
daily,9 they are still reluctant to adopt long-acting methods. Adolescents have serious 
concerns about the insertion process for IUDs and implants, and have negative 
perceptions about their side-effects. Teens are uncomfortable with the idea of having a 
foreign object in their bodies, and with not having control of the methods (vs. with pill). 
Though not explicitly vocalized, fears about IUD insertion, expulsion and movement may 
be tied in part to a poor understanding of female reproductive anatomy .15 
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Another common theme from this study was teens’ perception of parental disapproval of 
sexual activity as a barrier to birth control use. Participants made it clear that parental 
approval and support of their contraceptive choices are important factors influencing their 
contraceptive choices. Teens want to have open, non-judgmental conversations with their 
parents about their sexual health and how to access health services, but are unsure of how 
to broach the subject. The perception of parents’ attitude toward sexual behavior and 
birth control significantly influenced adolescents’ decision to use or not use 
contraception. This suggests the need for open communication between parent and 
adolescent. Parents and guardians can be important motivators in teens’ decision to 
practice safe sex. When trusted adults communicate their values, expectations, and 
desires to teens about sexual behavior, they offer a set of motivators for choosing to delay 
sex, or use contraception.14 
 
A sense of powerlessness or a lack of agency was reflected in the barrier of not knowing 
how to set up a clinic appointment or how to use health insurance. Teens want to 
understand how to navigate the health care system. This lack of self-efficacy may stem 
from the natural social limitations on decision-making that individuals experience when 
they have not fully reached adulthood.  
 
Other barriers emerged that had not been cited in the literature: male teens in particular 
were concerned that health-seeking behavior was inherently feminine and that it was 
more socially acceptable for teenage girls to access sexual health care, as compared to 
boys. Additionally, Hispanic teens cited a unique obstacle associated with their ethnicity: 
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that Hispanic teen girls are reluctant to seek health care because of the presumed 
assumption that they are sexually active and/or pregnant. This finding did not arise 
among African-American teens.  
 
This study suggests that there is a need for improved parent-child communication, 
improved methods to support and develop health literacy, including improved messaging 
about birth control, and the need to for medically/scientifically accurate sexual health 
education for teens. Finding ways to improve teens’ acceptability and comfort with 
contraceptives, in tandem with providing comprehensive sexual health education and 
parental support, may be key to reducing adolescent pregnancy rates and STI 
transmission rates among adolescent and young adult populations in the United States.  
 
The findings also reveal a need for additional data collection to inform understanding 
about: how best to approach education about the side-effects of various contraceptive 
methods, how to best encourage parent child conversations about these methods, the need 
for and best approaches to education about navigating health care and confidentiality 
laws, education on gender roles, and how stigma and stereotypes may be contributing to 
negative health outcomes. 
 
As with many qualitative studies, this study sample size was small (n=87). While 
findings should not be generalized to the larger teen population, many of the themes are 
consistent with those found in the adolescent health literature. Additionally, this study is 
limited in that only the author of this study analyzed and coded the focus group 
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transcripts. Her findings were however, confirmed by the literature and informally by 
those who conducted the focus groups. A major limitation to this study is that the data/ 
notes were not collected in way that would make it possible to identify individual 
participants’ race/ethnicity, gender or age, unless explicitly mentioned in their comment. 
This limited the conclusions that could be drawn about varying perspectives by 
race/ethnicity, gender or age group. The strengths of this study include the use of a 
conceptual model informed by Social Cognitive Theory of Behavior and the inclusion of 
male teens. 
 
In conclusion, teens experience barriers to accessing sexual and reproductive health 
services: (1) Teens have misinformation on the side effects of birth control, especially 
LARC methods; (2) Teens want trusted adult participation in contraceptive decision 
making; (3) Social and cultural norms influence teens decision-making; (4) Teens have 
concerns about confidentiality when it comes to seeking sexual health services. Diverging 
from the existing literature, the findings of this study emphasize the influence that a fear 
of side effects has on contraceptive decision making and the perceived stereotypes that 
pose a barrier for males, in general, and for Hispanic female teens when accessing sexual 
health services.  These findings are being used to inform the technical assistance and 
work plans offered to All Together Now project partners with a goal of improving 
Durham adolescents’ sexual health and access to health services.  
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Appendix A: Focus Group Discussion Topic Guide 
 
 
1. Where do you think people your age spend their out-of-school time?  Where do 
teens like to hang out?  This can include extra-curricular activities and also just 
fun, informal activities.  
 
2. How do people your age find out about out-of-school activities/events?  Probe for 
specific social media platforms; if mention one you don’t know ask to explain 
 
3. What types of birth control do you know about? Do one at a time  
 
4. What types of birth control do you think your peers know about? 
 
5. What places do you know in Durham where people your age can see a doctor for 
birth control or sexual health issues (STI, pregnancy test, etc.)?  
 
6. What makes it hard for teens to visit health care centers or clinics to get birth 
control or other sexual health needs?   What would make it easier?  
 
7. When teens do see a doctor for birth control or other sexual health need, what 
would make it a great experience?  
 
8. Recommendations for how and where to get the word out about health centers, 
and for LARC. What do you think about using these same outlets you use for 
finding out about social events for messages about health services for pregnancy 
prevention?   
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Appendix B: Youth Assent and Incentive Signature Form 
 
 
Thank you for your interest in the focus group.  Please read over this information. If you 
have questions, ask the group leader.  If you have questions before or after the group 
please contact XXXX by text or phone: XXXX 
 
We will go over the information at the start of the focus group, where you will be able to 
ask questions.   
 
Purpose of the Focus Group 
The purpose of this focus group is to learn what young people think about finding and 
using health services to obtain birth control and prevent pregnancy.  
 
We truly value your responses.  You are the experts on how we can best reach people 
your age. 
 
 
Benefits 
We hope to use what we learn in the study to decrease the teens who have unplanned and 
unwanted pregnancies.  Your answers will help with this goal. 
 
Confidentiality  
Privacy rules for the focus group include:  
• No names will be used in reports or notes for the focus group.   
• What is said in the room, stays in the room. All responses are confidential. 
• Only use first names in the group.    
• Only share personal experiences if you want.  
• If you share about a friend or someone you know, do not use their name.  
Other ground rules include: 
• One person talks at a time. 
• We want to hear from everyone.  All voices count. 
• There are no right or wrong answers. 
• We want to hear all opinions and thoughts – positives and negatives. 
 
Privacy 
Every member of the focus group will be asked to follow privacy rules to lessen any risk 
to violating your privacy. Because the topic is about using birth control, some questions 
may feel sensitive to you. If you are uncomfortable with any of the discussion, you do not 
need to participate. 
 
Your names will be not used in notes or reports.  Audio-files of the group discussion will 
be used to assist with note-taking.  Only the project study staff will have access to the 
files.  After the audio-files are typed into notes, they will be deleted.   
 
Only the project study staff will have access to information with your name and contact 
information, such as the signed consent form and focus group sign-up form. This 
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information will be stored in a secure location and shredded at the end of the project 
study in 2015.  The focus group leaders and project study staff follow confidentiality 
rules and are not allowed to share your name and contact information. 
 
 
Voluntary Participation 
Your participation is voluntary. You can choose to not answer any question.  You will 
still receive the incentive if you chose not to answer a question that makes you feel 
uncomfortable. 
 
Questions 
If you have questions, please call or text XXXXX . 
 
 
 
 
 
SIGNATURE FOR AGREEMENT AND CASH INCENTIVE  
 
My signature below indicates I agree to take part in the focus group.  I understand the 
information on this form and have had the chance to ask questions. I have received 
$_____ from SHIFT NC for my participation. 
 
___________________________________       _____________________ 
Print Your Name and          Date 
 
___________________________________ 
Sign Your Name 
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Appendix C: Parent Consent Letter  
 
 
Dear Parents, 
 
I am sending this letter because your son or daughter has been invited to take part in a 
focus group discussion.  The group will be held XXXX at XXXX. We will give each teen 
snacks and $__ for taking part.  
 
The purpose of the group is to get teens’ feedback on how to plan services that prevent 
teen pregnancy in Durham. Along with many Durham agencies, SHIFT NC is working to 
prevent teen pregnancy, especially by helping older teens talk about sexual health with 
their doctor. SHIFT NC is a statewide nonprofit dedicated to improving teen sexual 
health. 
 
This project wants to offer services that young people will find helpful.  Hearing young 
people’s opinions in this focus group will help us plan better services. Your son or 
daughter will answer questions about: 
• Where they think teens would go to learn about preventing pregnancy. 
• If they think teens know about health centers where teens can talk to a doctor 
about preventing pregnancy – and if so, what are teen opinions about the health 
center? 
• What are their opinions on the most effective types of birth control for teens? 
They will not be asked questions about their own sexual experiences; we want to know 
their opinions on services only. 
Your son or daughter’s participation in the focus group discussion is voluntary. He or she 
can decide not to attend the group, or to leave the group at any time. All information 
shared in the group is private.  No names or other identifying information will be used in 
any reports or notes from these discussions.  Audio-files of the group discussion will be 
used to assist with note-taking.  Only the project study staff will have access to the files.  
After the audio-files are typed into notes, they will be deleted.   
 
If you are interested in receiving a report about what we learn from the teens, or if you 
have any questions about this project please contact XXXX  at XXXX or XXXX. 
 
 
Sincerely, 
 
XXXX 
Evaluation Director, SHIFT NC  
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Check YES if you give permission.  Check NO if you do not. 
 
 Yes, I give permission for my son or daughter to participate in the focus group. 
 
 
 No, I do not give permission for my son or daughter to participate in the focus group. 
 
Son or daughter’s name: __________________________________ 
 
 
Parent signature: _________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 33 
Appendix D: Focus Group Discussion Participant Demographic Form 
 
 
 
 
What is your current age? 
 
 13  16  19 
 14  17  
 15  18  
 
 
 
What is your race/ethnicity? 
 
 African American  Native American 
 Asian  White 
 Hispanic/Latina/o  Mixed  
 
 
How do you prefer to express your gender? 
 
 Male 
 Female 
 Other 
 
What school do you attend? 
 
 Durham School for the Arts  Northern 
 Durham Performance Learning  Riverside 
 Hillside  Southern 
 Jordan  
 
 Other High School (Write name of school): 
 
 
 Middle School (Write name of school): 
 
 
 
All Together Now Team 
Completes 
 
Focus Group Location: 
 
Focus Group Date: 
